Background: Patient-centred care, access to care, and continuity of and coordination of care are core processes in primary health care delivery. Our objective was to evaluate how these processes are enacted by 1 primary care model, Family Health Teams, in Ontario.
A recent report by the European Commission Expert
Panel on Effective ways of Investing in Health described a primary care system as "universally accessible, integrated, person-centred, comprehensive … and provided by a team of professionals accountable for addressing a large majority of personal health needs." 1 These processes of care were heralded by authors over a decade ago 2, 3 and continue to be emphasized in current research. [4] [5] [6] [7] In particular, patient-centredness, access, continuity and coordination of care are hallmarks of primary care models worldwide. 8 One model of primary care is the interprofessional Family Health Team (FHT) in Ontario, which was launched in 2005. Now numbering 200, FHTs provide care for more than 3 million Ontarians (about 22% of the provincial population). 9, 10 The FHTs include family physicians and other primary care professionals, most commonly nurses, nurse practitioners, social workers, dietitians and pharmacists, as well as administrative support staff. 10 The principal goals of the provincially funded FHTs are improved access, quality and comprehensiveness of care (with an emphasis on chronic disease management, health promotion and disease prevention), interdisciplinary teamwork, patient engagement, and integration and coordination of care. 10 We defined the 4 processes of care as follows: patient-centred care highlights the patient-provider relationship and caring for the whole person, not just the disease. We defined access as the ability of a patient to obtain appointments and care after hours at the FHT site. Continuity of care involved both relational and informational collaboration provided by the interprofessional FHT. We defined coordination of care as integrated care, including transitions from hospital to home. Although much is known about these individual processes of care, [11] [12] [13] [14] [15] [16] [17] less is understood about if, and how, these processes are related. Therefore, we sought to provide a further understanding of how these processes of care are enacted by FHTs.
Methods
We used grounded theory methodology to examine specific processes of care for patients of the FHTs from the perspective of their health care providers.
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Participant recruitment
Twenty FHT practice sites were recruited with the administrative support of the Ontario College of Family Physicians (OCFP). Sites were selected to represent maximum variation in terms of location (urban and rural), year of FHT approval, mix of health professionals and practice configuration (i.e., single or multisite). The interview participants were recruited by telephone and email from each of the 20 participating practices, most often by the designated contact person for those sites. They were asked to recruit participants who would reflect the overall team composition. Informed consent was received from each participant before the interview began. Confidentiality was assured.
Data collection
We conducted semi-structured, in-depth interviews with each participant. A list of interview questions is in Appendix 1 (available at www.cmajopen.ca/content/4/2/E271/suppl/DC1). These questions explored participants' ideas and perceptions regarding continuity, coordination of care including transitions from hospital to home. We held interviews in a private space at the practice site. Interviews usually were about 30 minutes, and Interviews were audio-recorded and transcribed verbatim. We used NVivo software for all data analyses. Although saturation was achieved by the time of the interviews at the 12th site, we were committed to complete data collection and analysis for all 20 sites to ensure geographic variation.
Data analysis
We analyzed the data using 3 specific steps: open coding, axial coding and selective coding. 18 For the first phase of analysis, each transcript was independently reviewed and coded by 3 researchers to determine the key concepts emerging from the data. The researchers then met to examine their independent coding, which culminated in a consensus that informed the development of the coding template and axial coding. Next, the 3 researchers applied selective coding to generate summaries for each main theme with exemplar quotes. Finally, a matrix was developed that combined all themes, which facilitated a constant comparison of the data. The trustworthiness and credibility of the analysis was ensured by using audio-recording and verbatim transcripts, independent and team analysis, and detailed field notes following each practice visit. A commitment to reflexivity considered how the researchers' professional backgrounds (i.e., social work, epidemiology and sociology), particularly in the coding and interpretation of the data, could influence the findings.
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Results
Our study involved 110 participants from 20 FHT sites. Team sizes ranged from 9 to 80 members. Participant and practice site characteristics are described in Table 1 and Table 2 , respectively.
Through the participants' descriptions of how their FHTs provided patient-centred care, access, continuity and coordination, an important theme emerged of how these 4 processes of care were inextricably linked. Patient-centred care was the focal point of these inter-related processes.
Patient-centred care
A variety of methods were used to provide patient-centred care, which linked the processes of care. Practical and instrumental activities reflecting patient-centred care included improved access and continuity, and attention to issues of coordination and smooth transitions in care.
I think what's probably patient-centred is certainly the accessibility. … We often hear from patients really appreciating the availability of care so I think that's very patient-centred. We're trying to offer day time and evening appointments in mental health -I think that's patient-centred. (Social worker, no. 3)
Being patient-centred was also linked to having access to a variety of health care professionals on the team. "What's fabulous about our team is that we really provide holistic care. Having all the different health care professionals here and being able to refer to them is a real luxury … ." (Nurse, no. 1)
In addition, being patient-centred was also described as providing care that fostered continuity across the entire team by advocating whole person care. This also illustrated the connections among patient-centred care, access and continuity.
The majority of us in the group will really genuinely bring up the patient perspective, patient issue, and all of the demographics and psychosocial issues around that patient and then it's clear to me that we're really trying to be very patient focused. (Nurse practitioner, no. 87) Coordination of care, including prevention and health promotion activities integral to patient-centred care, were shown in the following quotation:
Having the client play an active role in their health care, so instead of saying, "Okay, you need to do this, and you need to take care of this," we do a 
Access
Participants from all FHTs articulated their commitment to ensuring timely access to care. Teams approached access in various ways. Some teams offered advanced access: "We have amazing access and so the way that we do that is we have an advanced access schedule, so basically anybody who needs to get in today, gets in today." (Family physician, no. 88). Other teams provided access in what could be termed "hybrid access models," where, within the teams, access could include extended hours, or open space in the appointment schedule of the physician or nurse practitioner. Access was described as the following:
I do advanced access so that means really a mini-meeting almost every morning to look at the day sheet and look at what the nurse practitioner is up to … and I talk with my receptionist about what we can do, so it's very open that way. (Family physician, no. 10) Participants spontaneously expressed the importance of access to mental health services in FHTs. "We have two social workers who do a phenomenal job, they have taken a huge load as they are a great help to us in the sort of social and emotional medicine area." (Family physician, no. 93). Access was not only described as the availability of mental health services in general but also responsiveness to acute crises identified by other providers. "When a patient comes in and they're in a mental health crisis, I can go directly and speak to one of the social workers and say … 'this is what's going on, these are the issues, I need these resources', so they're right there." (Nurse practitioner, no. 4). The provision of mental health services was viewed as an alternative to services in the community with long waiting lists and additional cost. "So I do tend to see people where they don't have any other option and they need some immediate assistance." (Social worker, no. 90).
However, the concern about long waiting lists was beginning to impact the provision of mental health services at the sites for 2 primary reasons. The first reflected how the demand had been exponentially growing: "I think it's always going to be a question of demand exceeding supply, sadly." (Pharmacist, no. 50). The second reason was the tension occurring between the provision of short-versus long-term psychotherapy: Despite these challenges, having mental health counsellors affiliated with the team was highly valued. "Definitely the social worker is the biggest bang for the buck, in terms of having them on hand to give us a hand to manage patients." (Family physician, no. 37).
Our findings show how access is now being addressed from a patient-centred perspective.
Continuity
The findings revealed a link between access and continuity: "Advanced access is a tool that ensures continuity. If my patients don't need to see the doctors on call all the time because they can see me, then that's continuity." (Family physician, no. 10). However, some participants acknowledged the fine balance between providing access while ensuring continuity: "Their follow-up is with their own provider. So that balance of continuity and access I think is very balanced here." (Executive director, no. 57).
Continuity of care and patient-centred care were also linked as the following participant articulated:
I think that continuity of care goes closely with patient-centred care because if you have a patient coming in having to tell their story over and over and over to different people that makes it difficult for everyone … they've shared their story with me and they've got to know me and trust me and we've developed a relationship so they have that continuity. (Physician assistant, no. 81) Continuity of care was often described as "one-stop shopping":
What I see and what a lot of the patients see is being the great thing about a family health team is that it's one-stop shopping, all their notes are in the same place and we do work as a team. (Social worker, no. 46) Working as a team was viewed as enhancing continuity: "Anytime you can put more than one discipline together in the same building, the continuity and quality of the care should ideally be increased." (Occupational therapist, no. 84). Furthermore, continuity and collaboration could improve the delivery of patient-centred care and, ultimately, patient outcomes.
Continuity of care or collaboration of care, our FHT team supports that 100% so their aim is not to "take over" a patient from a physician, their aim is to lend a hand and extend the care for the patient on the behalf of the physician. Collaboration is really important so they work together as a team to support that patient's health. (Executive director, no. 104)
Coordination
Participants perceived that the care they were now able to provide through an interdisciplinary team approach reduced unnecessary walk-in clinic and emergency department visits, and facilitated a smoother transition from hospital to home. "We set certain goals for our family health team. … We've pretty much come down to zero with outside use [walk-in clinics] … our next big goal is we're trying to reduce ER visits." (Family physician, no. 22) Some teams were able to combine team members' scopes of practice in enacting mechanisms to support and enhance patient transitions. These joint activities facilitated the team's ability to be patient-centred in their care plan.
As for hospital discharges, we do have an organized system. So for example, a patient has been in the hospital for a week or 2 and has been discharged, the doctor will know within 48 hours and either myself or the nurse will call and follow up with the patient once they've been discharged home. Usually within the first couple of days they will have a follow up appointment with one of the doctors here but in the meantime we always call to see if there's any problems -"Do you have a follow-up appointment booked? Do you have any concerns about your medication? Would you like our pharmacist to call you because now they've changed all your medications around? Do you have enough care at home?" (Nurse practitioner, no. 36) However, challenges were encountered when teams were not notified about their patients' discharge from hospital. "The transition from hospital to home and that care that needs to be involved is weak right now. There isn't a strong link. We don't know when our patients are in the hospital." (Dietician, no. 13). Despite these challenges, teams continued to strive for optimal patient transitions. "The transitions of care … has to be a priority because it accounts for a lot of mistakes and needless consequences." (Family physician, no. 66) Participants articulated how collaborative interdisciplinary practice facilitated coordination and patient-centred care. 
Interpretation
Our study explored 4 processes of care: patient-centred care. access, continuty and coordination. Although these processes have been reported in prior research on FHTs, what is unique in our study is the links among the processes. [5] [6] [7] In particular, how patient-centred care was the focal point that brought the other processes together, and how they in turn served to enhance the delivery of patient-centred care.
This finding is important, given the strong evidence that patient-centred care has a positive influence on patient outcomes such as patient self-reported health, patient adherence, physiologic health and patient equity. 12, 15, 17 For some participants, patient-centred care was more instrumental and included improved access and maintenance of continuity within the team setting. In addition, coordination and facilitation of transitions of care were not boilerplate but geared to patients' specific needs and preferences, which are hallmarks of patient-centred care. 20 Other participants highlighted the patient-provider relationship, articulating a commitment to caring for the whole person not just the disease, which is a basic tenet of patient-centred care. 20 Improved access to care is a central mandate for FHTs. Our study and other research 5, 21, 22 have shown that this is being achieved, albeit through various approaches. Our study participants' unsolicited emphasis of the added value of unique access to mental health services within their FHTs was a new and important finding. This finding supports the link between access and patient-centred care and is noteworthy given that prior research showed an association between patient-centred care and positive mental health outcomes. 17 Research on the integration of mental health services into primary care practices has been limited to the experiences of shared care models in limited geographic locations, 21, 22 whereas our findings reflect 20 FHTs across Ontario.
Having mental health services available extended beyond accessibility to include timely responses to patients in crisis. However, given the demand for mental health services, the need overwhelmed the ability to provide timely access, which resulted in long waiting lists. This issue requires remediation and could be addressed through creative service provision, such as cognitive behavioural therapy group sessions for patients with anxiety.
Those who disagree with interdisciplinary team work have anecdotaly warned that continuity of care will be forfeited in this setting. However, our findings suggest the oppositethe team's commitment to ensuring continuity, while at the same time providing timely access, is achievable if there is active collaboration among team members.
A recent systematic review reported that coordination can result in both positive patient and system outcomes. 13 The commitment to providing coordinated care by the particpants involved in our study was, in many instances, directed toward reducing the use of resources outside the FHT, such as walkin clinics or the emergency department. The greatest challenges the FHTs faced were the logistical and bureaucratic barriers they encountered. For example, it was often impossible to facilitate a patient's transition from hospital to home if the FHT had not been notified of the patient's discharge or admission. The changes needed to ameliorate this situation are beyond the scope of each FHT and would require significant systemic changes.
Limitations
We only evaluated 4 processes of care. We did not evaluate other patient care processes, such as patient engagement and comprehensiveness of care, which are also goals for FHTs.
Our data analysis did not examine the power differential experienced by different professional groups on the teams and is a limitation. In addition, we only evaluated FHTs in Ontario, which limits the transferability of our findings to other primary care models.
Conclusion
We have illustrated the links between these 4 processes of patient care and the dynamic interaction among them. Underpinning these processes is the FHT's commitment to patient-centred care. Further research may explore the impact of these processes on patient outcomes and health care utilization. Future research should also include patients' perceptions and experiences of these processes of care, because they may differ from those of health care providers.
